BRONCHIECTASIS is one of the commiionest conditions encountered at a chest clinic. Five years ago Whitewell (1952) believed that bronchiectasis was almost as common as tuberculosis. Heller (1946) , in Hounslow Chest Clinic, found it ranking onlv after pulmonary tuberculosis and chronic bronchitis as a cause of haemoptysis. Alinarik (1956) discovered 51 cases of bronchiectasis adnmitted as tuberculosis to his sanatorium between 1952 and 19,55. \Vhen bronchiectasis inivolves the upper lobe bronchus, differential (liagnosis from active pulmonary tuberculosis mlav at first sight be difficult and require observation in hospital. T'he purpose of this communication is to give some indication of the freqluency withl which upper lobe bronchiectasis may occur, and lhow it may, be differentiated from active pulmonary tuberculosis.
Although bronchiectasis, except for rare congenital types, is recognised as being a secondary condition, it has been arbitrarily named primary bronchiectasis to distinguish it from types secondary to such disease as bronclhial carcinoma, inhaled foreign body and post-primary pulmonary tuberculosis (XVynne-Williams, 1957) .
Since tuberculous bronchiectasis is usually apical, so upper lobe bronchiectasis is most often tuberculous. Tuberculous bronchiectasis is very common, being found in 27.6 per cent. of 134 thoracoplasty cases of pulmonary tuberculosis coming to post-mortem (Pagel, Simmonds and McDonald, 195:3) and in 42 per cent. of 602 resected lung specimens (Olsen, Jones and Angevine, 1953 Ritvo (1956) and toope (1948) . The rarity of non-tuberculous bronchiectasis involving the upper lobe bronchus may be over estimated. In \Whitwell's report (WVhitwell, 1952) 200 (Simon, 1956) , fewer requiring resection than cases involving the dependent bronchi.
While upper lobe bronchiectasis may not be associated with sputum retention, major hawmoptyses and secondary infection are found, as shown below in the three cases described. Probably from 5 per cent. to 13 per cent. of cases of bronchiectasis referred to a chest clinic will involve the upper lobe.
Differential diagnosis between active pulmonary tuberculosis and upper lobe bronchiectasis is aided by the rapid resolution in bronchiectasis of any surrounding pneumonitis following admission to hospital. A staright film can at this stage resemble active pulmonary tuberculosis. TIhc history and bacteriological findings aid diagnosis.
Criteria for differentiating tuberculous from non-tuberculous bronchiectasis in the absence of tuberculous activity are given by Gordon and Pratt (1953) A. Bronchlography. In resected lung specimens the pulmonary artery on injection fills normally in non-tuberculous bronchiectasis; tuberculous bronchiectasis shows characteristic obliteration of the pulmonary artery due to the associated parenchymal disease.
Histopathology reveals extensive bronchial damage in non-tuberculous disease, in contrast to predominantly parenchymal involvement in tuberculous bronchiectasis.
Bronchiectasis due to primary tuberculosis in childhood is invariably regarded as "primary" bronchiectasis and is indistinguishable from non-,tuberculous varieties, in which the actiology is often unknown.
METHOD OF BRONCHOGRAPHY. Bronchography by the use of the trans-nasal route with the tongue pulled forward was used for both local anawsthetic and opaque medium. An ordinary syringe for each completes the equipment necessary. Two inches of fine rubber catheter attached to the nozzle aids introduction. Safety is provided by the use of 4 per cent. Xylocaine for local anesthesia, followed by Dionosil as the contrast medium (Domm et al., 1956 ). Filling of the upper lobe bronchus is achieved after Dionosil had been introduced by getting the seated patient to lean far to one side 196 until the hand or elboxv rests on the floor (Huizinga and Smelt, 1949 Asthma began to be complained of and obstruction of the right nostril was noted. Sputum continued negative on 1oth direct examination and culture on numerous occasions.
Bronchograms in 1956 showed marked cylindrical bronchiectasis of the right upper lobe bronchus, affecting principally the apical branch. His symptoms since 1948 at least, apart from the asthina, are due to upper lobe bronchiectasis, the tuberculous Ttiology of which although probable has not been proved.
Case 2.-E. H., a well preserved aild intelligent grandmother of 75 years, who has lhad six children of her own. She states that one of her brothers had pulmonary tuberculosis.
When aged 16 years she had her first hemoptysis, Inot repeated until aged 47, when in 1929 bleeding followe(d influenza. As her children were young anid she could Inot rest at home, she was admitted to Peamount Sanatorium in November, 1929, spending four months there on rest treatment only. Sputum has been found negative repeatedly on culture since she was first examined by me in November, 1949. There is no record of a positive sputum at Peamount Sanatorium. Mantoux test was strongly positive to 0.1 mgm.
(1/1000) old tuberculin in 1956. She has been several times in Duungannon and Killadeas Chest Hospitals following haemoptysis, of as much as "a pint," and attacks of bronchitis. Bronchograms done on 14th March, 1957, show saccular bronchiectasis of the posterolateral branch of the right upper lobe bronchus. Her symptoms since she was first seen by me in 1949 are due to upper lobe bronchiectasis. The gross bronchial deformity and the irregularity of the saccules point to a tuberculous etiology, also the fact that these fail to reach the preiphety in the P.A. view. Tomograms taken 27th July, 1957, show multiple thin walled cavities at the right apex, not penetrated by the opaque medium at bronchography, and which are typical of "healed" tuberculous excavation.
Case 3.-Miss K. A. K., aged 67 years, is a tall strongly-built lady. She states that two paternal uncles died of pulmonary tuberculosis in America, and that her father, who lived to 84 years of age, always had bronchitis. Her first hemoptysis, which she attributed to a slap on the back one week previously, occurred 30 years ago. She appears to have had no further attacks until five years ago, since when she has brought up a mouthful of blood twice or thrice annually. These haemoptyses occurr apart from colds or constitutional upset and do not interrupt her house and farm wvork. Following a severe haemoptysis with bronchitis in January, 1957, she was admitted to Killadeas 1-lospital. X-ray taken on 10th January, 1957, shows infra-clavicular infiltration, which quickly cleared in two to three weeks. Bronclhograms performed on 14th March, 1957, show typical saccular bronchiectasis of the right upper lobe bronchus and the right dorsal lobe bronchus. Sputum was found negative to tubercle bacilli on direct examination oni six occasions, and culture of the first specimen was also iiegative. Primary bronchiectasis of the right upper and dorsal lobe bronchi was diagnosed.
DiSCUSSION.
Three cases of apical bronclhiectasis are (lescribe(i. In each differential diagnosis from active pulmonarv tuberculosis was made by sputum examination for tubercle bacilli, by rate or response to chemotherapy, and by the typical appearance of bronchograms and straight X-rays. In one case tomography was very helpful in showing the tuberculous -etiology of the bronchiectasis.
Case 1 is probably tuberculous in origin, case 2 tuberculous, and case 3 nontuberculous.
In all three cases finger clubbing is absent and in cases 2 and 3 sputum is only occasional. All have good respiratory function apart from asthmatic attacks in case 1. The advanced age of cases 2 and 3 is noteworthy. Cases 1 and 2 are fit for work, and only age partially incapacitates case 3. All three illustrate the ease with which cases of bronchiectasis without active tuberculosis can find their way into a chest hospital.
SUMMARY.
